Abstract: Purpose. To examine practices, barriers, and recommendations for addressing the physical health of racially and ethnically diverse people with serious mental illness (SMI). Methods. Semi-structured interviews and participant observations were conducted with 21 administrators and 25 clinicians representing six mental health care organizations. Data were analyzed using constant comparative methods. Results. Practices included intermittently collecting consumers' physical health data, connecting consumers with primary care, and providing on-site, culturally-tailored health promotion programs. Barriers included limited care coordination infrastructure, fi nancial and professional boundaries, unhealthy local environments and culturally-specifi c dietary habits. Recommendations included: strengthening dialogue with medical providers and developing staff training programs. Conclusion. Meeting the physical health needs of diverse consumers with SMI is impeded by organizational, environmental, and consumer-level barriers. Establishing better care coordination networks, increasing mental health provider education on medical issues, and culturally-tailoring health promotion programming provide plausible strategies for improving the physical health of this vulnerable population.
medications have been shown to aff ect negatively metabolic processes associated with cardiovascular disease. [12] [13] [14] [15] For racial and ethnic minority group members (e.g., African Americans, Hispanics) with SMI, studies suggest that the physical health burden may be especially pronounced. Compared with non-Hispanic Whites with SMI, racial and ethnic minorities with SMI appear to have higher overall rates of obesity 16, 17 and diabetes, 18 thus placing them at an elevated risk for cardiovascular disease. Research has signaled that the quality of medical care received by people with SMI is, on average, poorer than that of the general population. [19] [20] [21] [22] [23] [24] One recent literature review 25 provides evidence that people with SMI are nearly 30% less likely than those without SMI to receive blood glucose, lipid, and other diabetes exams, or to be prescribed medications known to be successful in the management of chronic health conditions. Data from this review further demonstrated that less than one third of people with SMI received profi les on weight, blood glucose or lipid levels, before or during treatment with antipsychotic medications. 25 Th ere is also growing evidence that people with SMI possess negative overall opinions of care quality and the health care system in general. [26] [27] [28] Much of the focus on improving the quality of care of people with SMI centers on addressing service fragmentation 29 and improving the coordination and communication between mental health and medical care professionals. 30 Druss 31 and Kilbourne 32 off er related theoretical frameworks for conceptualizing fragmentation of health care services for people with SMI, outlining a broad spectrum of barriers that extend across geographic, organizational, fi nancial, and professional cultural dimensions. Geographic barriers are the distances that separate the physical workplaces of mental health and medical care providers, making it diffi cult for patients to access and receive care in an effi cient manner. Organizational barriers involve technical gridlock arising from discordant program missions and policies, which, collectively, slow the exchange of information and coordination of services across sites. Financial barriers refl ect general challenges in funding internal health promotion programs and external coordination and outreach eff orts. Finally, professional cultural barriers to service coordination refer to the real and perceived professional boundaries that exist between providers from diff erent clinical disciplines. Th ere has been limited qualitative research addressing the contours of usual physical health care in mental health care organizations providing services primarily to racially and ethnically diverse consumers with SMI, and to our knowledge, none from the perspective of providers serving these populations. An examination of usual care in these organizations can illustrate parameters of everyday practice, identify barriers, and inform the formulation of sustainable solutions to improve the physical health of diverse people with SMI. Using a qualitative design consisting of semi-structured interviews with mental health care providers-defi ned as administrators and clinicians working in mental health care organizations-and participant observations of everyday organizational operations, we assessed usual care in urban community mental health care organizations. Specifi cally, we examined the practices, barriers, and recommendations involved in the coordination and integration of medical care for racial and ethnic minorities with SMI. Qualitative mental health research provides several advantages to traditional quantitative approaches, most centrally, the ability to identify and contextualize latent and emerging service and resource delivery challenges within the context of real-world clinical practices. 33, 34 Methods Communities. Our study was conducted in the Northern Manhattan (New York) communities of Harlem, Washington Heights, and Inwood. Th ese areas contain high concentrations of racial, ethnic, and linguistic diversity compared with estimates across Manhattan. 35 Residents in these three communities also live disproportionately below the federal poverty line, have less access to primary care physicians, have poorer physical health, and report greater symptoms of psychological distress and mental illness, in comparison with residents of other communities in Manhattan.
35
Recruitment. To recruit organizations, we used a purposive sampling approach. 36 Research staff used publicly-available service directories to compile a master list of agencies in Northern Manhattan that served primarily people with SMI-as defi ned by SAMHSA 1 criteria-and focused on the stabilization of psychiatric symptoms and recovery, provided a variety of treatment modalities, and received funding from a range of sources. Selection was further refi ned based on recommendations from community members and other community-based organizations. Six organizations were identifi ed, and all agreed to participate in this study. Th e following organizations were included: one housing-based site, one community-based mental health clinic, one publicly-funded community mental health center, one clubhouse program, and two hospital-based outpatient mental health clinics.
To recruit providers within these organizations, research staff conducted presentations at sites' staff meetings to discuss the study and answer questions. Administrators were asked to distribute a ward-off letter to all clinical staff at their respective organizations, informing staff that they might be contacted to participate in the study but were free to opt out. A master list of interested providers was compiled at each organization, and people were randomly selected to be interviewed. Participants were compensated $20 for participating in the interview. All study procedures were approved by the appropriate Institutional Review Boards, and written informed consent was obtained from all participants.
Data collection. Semi-structured, in-depth qualitative interviews with providers were conducted by trained fi eld staff and were complemented by on-site participant observations 37, 38 and detailed in situ fi eld notes 39 of the daily practices and operations of the organizations and their staff . Participant observation and note-taking were conducted at fi ve of the six clinic sites. Observation was not carried out at the sixth clinic site since this organization served many mandated consumers and staff expressed concerns regarding the confi dentiality of program participants. Observation settings included health promotion programs provided at the sites, such as nutrition education groups or weight loss classes, or activities at day programs that otherwise promoted healthy living (such as dance groups). To understand further the breadth of attention paid to physical health and wellness at these sites, trained research assistants accompanied staff on structured home visits, social gatherings at the organizations, and staff meetings. All participant observations focused on issues related to the delivery and implementation of physical health improvement services and programs, with an emphasis on discussions and activities pertaining to physical health that occurred between staff and consumers.
Qualitative interviews lasted from 30 to 60 minutes and were digitally recorded, professionally transcribed, and audited for accuracy by trained research assistants. All identifying information (e.g., names) was deleted from the interview transcripts. Specifi c questions addressed several key areas related to usual care including how providers handled, and addressed barriers to the coordination of physical health improvement services for consumers as well as how providers addressed cultural issues in the detection and management of consumers' physical health problems (Box 1). Organizational documents such as mission statements, intake forms, and program schedules addressing the integration and coordination of physical health services were also reviewed.
Data analysis. Data coding and analysis was conducted using constant comparative methods informed by grounded theory. [40] [41] [42] First, interview transcripts were collated by organization using NVivo soft ware (QSR International Pty Ltd. Version 8, 2008) . Following this step, a random cross-section of interviews from clinic administrators and clinicians, and clinic-specifi c fi eld notes, were independently reviewed by two members of the research team to develop a general understanding of their content, and to generate ideas for major codes. Th ese interviews and fi eld notes were then examined using an open coding protocol. 43 During this exploratory phase, descriptive memos were draft ed to develop an initial list of codes. Th en, to develop an audit trail, these memos and codes were used to develop a detailed codebook of the parameters for each item and examples from the data to illustrate code applications. NVivo was then used to conduct a test-run of the new codebook using a diff erent random cross-section of interviews. Th is test-run enabled the research team to refi ne the defi nitions of existing codes further and to add new analytic iterations.
Finally, the coders began to code the dataset formally and produce analytic reports. At regular team meetings, the coders convened to review reports and draft analytic memos describing the emergence of new categories and subcategories within and between codes. Th is process enabled objective exploration of any discernible patterns or diff erences along time and group dimensions. Following the coding phase, memos were created for each organization to uncover and problematize themes 43 emerging from the transcripts and related to practices, barriers, and recommendations. Relationships among themes were then explored through the application of a conceptual meta-matrix, 44 a tool useful for identifying latent inter-or intra-level associations across organizations.
To enhance the rigor of our analysis and reduce investigator biases, several strategies were utilized. Triangulation between research team members and the study's multiple data resources (e.g., interviews, participant observations) was used to ensure consistency and accuracy of information. 45, 46 In addition, the research team used member-checking to verify emergent data and interpretations with study respondents. 47 Specifi cally, we delivered presentations to clinic sites' staff on preliminary fi ndings to obtain objective validation of emergent themes and to alert the study team to any inaccuracies in the data that should be re-evaluated and revised. Consultation with peer-experts was also used. 48 Practices. Intermittently collecting physical health information and monitoring consumers' physical health. During intake, most providers solicited some physical health information from consumers on issues-such as acute and chronic disease history, prior hospitalizations, and medication usage-using a combination of spoken queries and standardized forms. Beyond the intake period, however, consumers' physical health statuses were secondary considerations for most providers. Providers described the follow-up collection of consumers' physical health data as being intermittent and unstructured, with staff typically acquiring this information through consumers' selfreport rather than a systematic review of medical records. A psychologist commented on her ongoing attempts at balancing consumers' ongoing behavioral concerns (e.g., mental health, employment issues,) with their physical health needs:
EXAMPLES OF SEMI-STRUCTURED INTERVIEW THEMES AND QUESTIONS BY PARTICIPANT TYPE
How much I work, or how intensely I focus on this medical issue, depends on many factors; for example, how much the illness aff ects his functioning-how well functioning they are that they can or cannot take care of their medical needs independently without my help. All those factors come into play, but I would say that in general the medical conditions are secondary because, typically, there is so much trauma and depression to cover, maybe some resistance to psychiatric treatment, [which is] the priority for me. Th en, I hope that everybody makes a little eff ort and everybody helps with the medical needs. [Psychologist] By and large, providers focused on implementing basic physical health monitoring tasks that required little medical expertise, such as recording consumers' weight and other anthropometrics, or checking vital signs. Providers, such as a second psychologist quoted below, noted the need for staff to act consistently as educators and motivators with consumers, using resources such as health promotion pamphlets to improve consumers' health literacy and guide consumers toward increased self-recognition of personal physical health needs.
I oft en see myself as a mother and as a teacher as much as a mental health professional. A lot of these folks don't have anybody else. Th ere is one guy I'm thinking of-he's lost weight. He's a big guy, probably 6′3, 6′5. He was well over 300 pounds. He has done it himself; he walks a lot. We try to encourage the things that are doable, like walking. [We say,] 'You don't have to go to Jack LaLanne (a popular health and fi tness club)-or wherever it is people go-and lift 100 pounds. ' So, you try and break it down into doable pieces, and just bring it up again and again and point out why [.
. .] being overweight is a problem. [Psychologist]
Connecting consumers with primary care. Across the board, clinicians, administrators and front-line staff triaged and shared the responsibility of connecting consumers with primary care services by establishing appointments and following-up with medical care providers. In eff ect, staff acted as navigators between sites in order to complete what was framed as a care coordination loop. Staff members' central roles in this loop included identifying primary care providers who were attuned to the needs of the consumer population, setting primary care appointments, escorting consumers to and from sites, fi lling consumers' medicine prescriptions, and providing translation services for the large contingent of consumers with limited English profi ciency. Follow-up responsibilities, composing the fi nal segment of the care coordination loop, included making repeated post-appointment contacts with primary care counterparts to obtain patient information and test results and helping process consumers' insurance claims.
Engaging consumers in health promotion activities. Based on our participant observations and interviews, health promotion programs off ered by sites had primary objectives of getting consumers to understand better how lifestyle choices aff ect health and encouraging consumers to light-intensity physical activity, such as community walks and basic calisthenics. Such programs were oft en delivered by front-line staff (e.g. social workers, certifi ed nutritionists) and emphasized education and some self-management techniques. For example, in one health promotion class that we attended on holistic health, participants were taught general stretching and warm-up techniques and how to take their own pulse. At another site, we observed staff furnishing consumers with food and nutrition diaries, pedometers, scales to perform weigh-ins, and off ering consumers opportunities to go on community trips to grocery stores and to participate in the preparation of healthy food.
Some providers off ered more culturally-specifi c physical activity programs in the forms of health promotion classes that capitalized on the aerobic aspects of Latin dancing traditions, such as salsa and bachata. Similarly, providers explored ways to integrate culturally-specifi c foods with a healthy twist into consumers' dietary regimens. A nurse from a housing-based organization described the culturally-competent approach to healthy food preparation and cooking that she believed shaped and ultimately made her cooking demonstrations popular with her diverse consumer population:
We have one young [African American] lady that comes in and [says], 'Th ey don't understand my food. ' Th ere have been cooking classes before, and a lot of [the African Americans] didn't participate, but now my class is full because I kind of incorporate [their] way of eating, and they can identify with it. But it's still healthy cooking. Th e other young lady that does the cooking classes is Caucasian, and they say, 'Her food is not fi lling. We don't like the food. ' But when I come, it's food that they are used to-[like] macaroni-which is healthy, but it's still culturally the same foods that they've grown up with [.
. .]. [Nurse]
Barriers. Diffi culties navigating health care systems. Across most sites, mental health care clinicians were viewed as having to navigate through multiple layers of geographic fragmentation in order to complete the care coordination loop. Th is process began with mental health care staff struggling to identify local medical care professionals attuned to the unique needs of the SMI population and capable of interacting with consumers with limited English profi ciency, then struggling to fi nd time to get consumers to their medical appointments, and ending with consumers (and their escorts) spending an exorbitant amount of time waiting to be seen. Th is process strained site and staff resources and appeared to catalyze both provider and consumer reluctance to follow-up with medical appointments. An administrator observed: I think that our patients, partly because of their illnesses and the symptoms of their illnesses, partly because of the cultural and language issues, and partly because the system is not very well organized-they oft en get lost in the system. And so we send staff members with patients when they go for their medical appointments just to make sure that they can negotiate the system [. . .] Th e patients just get overwhelmed. I mean, I get overwhelmed. But [. . .] if you imagine, you're not feeling well, you may have symptoms of psychosis; you don't speak the language, and you're trying to fi gure out what offi ce to go to; it can be overwhelming, and patients get frustrated and don't get the care that they need. [Administrator] Unhealthy local environments. Another barrier described by interviewees pertained to consumers living in unhealthy environments. Providers characterized consumers' environments as being fragmented along two tiers: 1) having a dearth of safe, walkable areas and 2) having high concentrations of fast food chains and bodegas (small convenience stores common in racial and ethnic minority communities) selling inexpensive foods and beverages with high calorie, sugar, and sodium counts. Th is environment provided consumers and their families with few safe spaces to exercise and few outlets to purchase healthy, aff ordable foods (e.g., fruits and vegetables). Collectively, these environmental obstacles appeared to aff ect providers' ability to complement their health education interventions with actionable and realistic recommendations for consumers to engage in healthier behaviors. A clinic administrator framed this dichotomy in terms of consumers' socioeconomic status (SES):
I think it's more cultural and poverty-related than anything else. Financial barriers. We observed that the fi nancial forces driving medical care fragmentation fell into three overlapping constellations: 1) the confl ict between the pressures to fi ll large clinical quotas in primary care clinics and the clinical complexities presented by people with SMI; 2) the health care system's complicated and time-consuming reimbursement procedures; and 3) limited and unpredictable fi scal resources for onsite health promotion services and programs.
Across the board, providers emphasized that the care of patients with SMI was more complex and demanding than that of patients in the general population. As one administrator explained, by being asked to provide robust, personalized care to a large quota of very high-need, complex patients, such as people with SMI, within a short period of time, mental health care professionals were ultimately being confronted with an untenable challenge.
Th e requirements we have established for our current productivity are about a patient every 30 minutes. In a usual primary care practice, it's more like four [patients] an hour, [but] with schizophrenia, what you got are these cognitive issues. So, unraveling the history, the engagement, working with the person-you have to take it slower, especially in the beginning. With anybody else, you could see them for fi ve minutes to check on their labs or something, but with this population it's a slower process, and the question is: 'Will it pay for itself?' [Administrator] In addition to the extended amount of time spent establishing and facilitating care for consumers, providers routinely found themselves spending very long periods of time dealing with insurance claims and advocating for payment reconciliation. Within this thread, providers felt that confusing insurance claim verbiage and the oft en large, unpredictable fees and co-pays associated with obtaining complex and ongoing care discouraged many consumers from seeking medical attention and fomented their negative attitudes toward medical care and the health care system. An administrator detailed a common scenario involving billing:
Hospitals will send these massive bills to people saying '[You owe] a set amount per month. ' And then we're left to try and fi ght either [to] get the bill reduced or get fi nancial aid. It's unbelievable. People with Medicare and Medicaid; Medicare has sometimes very high co-pays. And people are just like, 'I can't pay this. ' So, we're left trying to help them. And that's a real disincentive [for consumers] to go to the doctor. We reassure them that, for a few hundred dollars, usually they're not getting sent to jail. But when you've got disorganized people who don't know how the system works, and they get a $300 bill, then they get freaked out.
[Administrator]
For those providers interviewed whose organizations off ered on-site physical health services, many highlighted how complicated insurance reimbursement policies and limited internal funding weakened opportunities to establish robust, secure internal programming. Th ese providers felt that, in contrast to services directly related to mental health treatment, physical health services were more cumbersome to get reimbursed for and tended not to be a fi nancial priority for their executive management. Combined, these barriers hampered providers' capacity to engage consumers in continuous health promotion programming.
Limited care coordination infrastructure. At the organizational level, many providers indicated that, even with medical providers in the same building or nearby, they found themselves acting as the lone advocates for consumers' medical care, feeling as one administrator described it, "so close [yet] a world away. " Interviewees believed that the general reason for this collaborative nadir were obstructive, organization-specifi c regulations and HIPAA policies that made it diffi cult to exchange health information with medical clinicians in a straightforward and timely fashion. Such administrative encumbrances ultimately put the onus of coordination on the mental health care professional. An administrator working in a hospital-based setting described an everchanging web of coordination and the growing tendency to count on patients and, where possible, technology, for providing medical follow-up information:
Every patient, on a yearly basis and on intake, is given a form that we ask them to bring to their primary care doctor to have a physical exam done and documented. Th e return on that is not 100% [. . .] We try as best as we can, but I will say that-even with the medical doctors in-house-we rely more on the computer than actually reaching out to them-and certainly outside primary care physicians-directly. It's very hard; in this age of HIPAA and all these things, it takes time. We don't necessarily do that much outreach to the primary care doctors outside of the hospital system. So, we rely a lot on the patients for information. If anybody is doing outreach, it's us reaching out . . . a [primary care] doctor will refer a patient, [but] it's rare for them to follow-up with a phone call to us. We would be doing more of the follow-up than they would. Th ere's defi nitely a breakdown in the communication area. [Administrator] In general, providers felt that the care coordination system for consumers was porous due to traditional primary care not having the necessary operational infrastructure to manage the clinical complexities of providing care to people with SMI, also highlighting challenges associated with connecting consumers with limited English profi ciency to primarily English-speaking primary care workforces. Several providers, such as the clinic administrator quoted below, went further, perceiving this coordination void as a product of primary care's long-standing stigma against people with mental illness. Professional boundaries. Opinions were polarized on the degree to which mental health care professionals were ultimately responsible for medical care coordination, with providers drawing from lessons in professional dogma as well as past on-the-job experiences. Th ose providers confl icted about co-located medical services or even general care coordination typically attributed their reluctance to a feeling of not possessing the clinical competence or technical resources needed to address consumers' physical health issues adequately. An administrator outlined a perspective common among providers: I'm sure there are some of my clinicians who are very good about calling up the patient's primary care doctor, probably more so the psychiatrist than the psychologist [but] I would have to say that the therapists probably are not as good as following-up on these issues in part because it's not their area of expertise, and they don't consider that necessarily their responsibility to worry about the patient's medical health [. . .] I can't say that all of my clinicians call the patient's primary care doctor if there are health concerns. I would be shocked if they were doing that on a regular basis.
[Administrator]
Consumer-level barriers. Many providers believed that consumers' limited ability or motivation to follow health promotion guidelines played a key part in unsatisfactory medical care outcomes and self-management practices. Some of the interviewees felt that consumer engagement issues were driven mostly by consumers' cognitive defi cits.
In contrast, other providers felt that these engagement issues were driven primarily by consumers' sociocultural preferences, such as "soul foods" and ethnic staples with high concentrations of salt and fat that may carry deeply-rooted cultural value. Th is dichotomy further highlighted providers' uncertain views, such as those presented below, of how best to target consumers'self-management diffi culties and identify salient opportunities to intervene.
Some patients are very invested in their food. So I'm trying to explain to them that culture, food is part of culture, but it's not the only thing. Th at modifying your diet somewhat; you know, something is lost and something is gained [. . .] White rice all the time really messes up my patients' diabetes . . . it's the meaning of white rice for them. 'I'm home. My Grandmother made white rice. ' Th at kind of thing. So you don't want to take that away from them, unless you give them something diff erent.
[Psychiatrist]
Finally, the negative secondary eff ects of psychotropic medications were viewed by providers as an ongoing, largely immovable deterrent to any sustainable reductions in the consumer population's chronic disease risk indices. Along these lines, most providers conceded that there was a tipping point where the more severe of cases would receive an intensive, personalized focus from mental health care providers, thereby diminishing existing professional boundaries. One site's Activity Th erapist explained the shift ing paradigm:
How actively they're going [to a primary care clinic], those kind of things, I don't know how much follow-up there is on that. You become more aware of it when there's a problem. So, when there's a problem, it's almost like it's already in crisis mode, and now we've got to fi gure out, 'Well, this wasn't in place, or this isn't in place. ' So, you know, I feel like it's kind of looking backwards, and this is the problem. [Activity Th erapist]
Recommendations. Bridging communication and care coordination gaps. Recommendations from providers on improving the physical health of consumers centered on the following: bridging gulfs in the communication and exchange of information with primary care clinics, cultivating on-site opportunities for physical health interventions and basic medical services, and providing staff training around physical health and health promotion strategies.
Despite the recognition of challenges, providers were almost universally desirous of plans that would expand access to patient medical records to those mental health care professionals most involved in the medical care coordination loop. Along these lines, providers sought opportunities to establish what they called a consumer fast-tracking arrangement, or to have an offi cial liaison or advocate at the primary care site, to minimize the time needed between scheduling an appointment and a consumer being seen as well as to aid in the exchange of patient information. As the administrator below explained, a more structured system could help address coordination barriers.
I would [like a] system of sharing information in which I have access through the computer to that information and everybody has more easy access to medical information, [ Providers also expressed a broad interest in being able to establish routine case conferences with consumers' medical care teams in an eff ort to more effi ciently discuss and act on patient physical health issues. Th is forum was viewed as an opportunity to move from what several providers described as an impersonal, numbers-driven exchange to a collaboration where consumers' mental health and medical care could be addressed with greater transparency and parity. Moreover, these case conferences were viewed as ideal venues for mental health care providers to assuage stigma-related concerns that medical providers may hold related to mental illness. A clinic administrator described how a more cohesive, interdisciplinary approach could wed mental health care staff 's skills in recognizing consumers' interpersonal nuances and primary care's attributes in addressing medical needs.
I think sometimes, in trying to help, we create more problems than we solve. I say that partly thinking that the world of physical health is very diff erent from the world of mental health. Some people don't recognize their own physical problems . . . Developing staff training and education programs. Several providers envisaged what might be called a mutually benefi cial cross-pollination mechanism of clinical training with primary care, where medical residents and mental health care trainees could be educated on provisioning services to each disciplines' typical patient population and receive training on the counterparts' diagnostic and organizational best practices. Other providers, such as the social worker quoted below, identifi ed a broader need to generate buy-in from executive management and policymakers on the establishment of more robust, objective and person-centered care:
I am not sure psychiatry is preoccupied enough [with] the side eff ects of the psychotropic medications, like diabetes or obesity. I would like that to happen; that psychiatrists become much more aware and mindful of these side eff ects and the need to fi nd maybe a permanent way to treat that risk. Escaping the one-size-fi ts-all paradigm. Providers in support of co-located medical services diff ered widely in their views of who ought to be trained or brought in to deliver medical services and perform follow-up with consumers. In general, providers' recommendations were infl uenced by their respective organizations' programmatic contingencies, namely budget and operational constraints. Several providers described the potential benefi ts of having a medical home where a broad spectrum of mental health and medical care services would be off ered in a one-stop, wraparound treatment shop. Separately, providers expressed optimism that basic clinical training for a non-physician medical professional (e.g., nurse practitioners) could serve as a worthy alternative to costly per diem physician hires. However, this view was not shared by all. A clinic administrator presented a discrepant opinion:
I do not think with this particular patient population you could get away with a nurse practitioner. Physicians tend to work more quickly; they are more effi cient than nurse practitioners as a rule. Th e trick is fi nding a good internist who sees the whole biosocial piece of it rather than just a narrow slice of the patient [. . .] if you can get an MD, you're much better off . Th ey're more expensive, but you'll get a bigger bang for the buck.
More generally, providers recognized the importance of tanking small steps, and developing basic wellness and health programs in motivating consumers to monitor and improve their physical health. Along these lines, providers who had used familybased interventions or peer-led programs to facilitate consumer buy-in championed broader uses of these approaches. As we observed during a visit at one site's physical activity group meeting, the utilization of consumers as session leaders had a perceptible impact on other participants' willingness to join the activities and take active ownership of the program and their health.
Lastly, providers emphasized the need to embrace structure and standardized mechanisms that would allow for the ongoing collection and sharing of information on consumers' key chronic disease risk indices (e.g., weight, blood pressure, glucose levels). More broadly, providers such as the administrator quoted below, felt that more dynamic clinical programming and training opportunities would help to engender a more productive and fulfi lling work environment for staff , thereby facilitating care continuity and enhancing communication opportunities with medical providers and consumers.
Who wants to be doing the same thing always? Basically, when people criticize staff for being burnt out, and not doing new things, it's usually because the system isn't set up to support them doing something new [. . .] What doesn't work is, you give no latitude in terms of the amount of work people are doing. You introduce no tools that people can use to carry out something new. And then you get mad that they're not doing anything new. If you want people to do a new thing, most people would actually enjoy doing a new thing. You just have to provide the support to train them and make it feasible.
Discussion
In this study, we examined the contours of what six mental health care organizations do to address the medical needs of racially and ethnically diverse consumers, the barriers that providers encounter in meeting these needs, and what providers believe could improve the physical health and quality of medical care of these consumers. Th roughout the study, we observed staff fi lling multiple roles-from case managers to system navigators to cooks-in an eff ort to complete the care coordination loop and maintain medical care continuity for consumers.
Many of our fi ndings are consistent with previous qualitative studies examining the medical care of people with SMI from the perspective of mental health care providers. [49] [50] [51] [52] For example, we found that usual practices across sites consisted of intermittent collection and monitoring of consumers' health information, and eff orts to connect consumers with primary care. Providers also discussed well known barriers to care, such as consumers' diffi culties navigating the health care system, fi nancial obstacles in integrating health and mental health services, limited care coordination infrastructure, and professional boundary issues.
Recommendations to improve care were also consistent with previous work 31,49-52 and included gaining executive-level commitment to streamline communication mechanisms between mental health and medical care providers, developing staff training and educational programs, and escaping a one-size-fi ts-all paradigm for improving the health of the consumer population.
Providers described fragmentation of medical services as occurring at several levels. Geographic and organizational barriers were found to impact the care coordination loop by complicating eff orts to effi ciently get consumers to medical sites for appointments, establish reciprocal working relationships with primary care physicians, and obtain consumers' health records, mirroring fi ndings from an Institute of Medicine 53 report on improving health care quality for people with mental illness and other research. 50, 52 Th ese barriers stoked staff s' tendencies to operate outside of traditional referral avenues and more in isolation. 54 To reverse this trend, more structured and accessible patient data mechanisms are necessary, and may be achieved in part through greater education on how to use available patient record resources and/or executive-level data-sharing agreements that both improve and expand access to patient records.
Beyond these common geographic and organizational level barriers, our data suggested that greater attention must be devoted to countering the language barriers faced by consumers with limited English profi ciency who struggle to access medical care services. Currently, little is known about the health care needs of people with SMI and limited English profi ciency. However, the usage of bilingual providers and/or trained medical interpreters off ers one intuitive approach to eliminating these language barriers throughout the entire continuum of care.
Financial barriers described by interviewees typically arose in the form of tenuous funding sources that were exacerbated by high demand for complex consumer care and ultimately led to less robust, fi nancially-secure programming and greater fragmentation. Th ese outcomes illuminate a need for more cost-eff ective, integrated care models, such as those proposed in recent literature 55, 56 that combine mental health and physical health care services into medical homes. At the same time, the professional boundary issues described in this study illustrate potential barriers to these proposed types of integrated care models, echoing other research in this area. 31, 57 Providers' recommendations for addressing these boundaries were consistent with prior literature, 32, 49 and chiefl y included making clinical and health education training opportunities more accessible to staff to better leverage resources and promote understanding of the physical health challenges facing the SMI population. Providers felt interdisciplinary training along these lines would help foster general ideological and operational harmony and accountability between all parties involved in care coordination. Th ese training opportunities could also help reduce medical providers' associating stigma with people suff ering SMI.
At the consumer-level, providers recognized the obstacles imposed by consumers' low prioritization of health promotion and self-management activities. 58, 59 According to providers, these consumer-level barriers result from both cognitive and motivational barriers as well as sociocultural customs, suggesting that health care interventions in this population require more engaging, user-friendly learning modules and should to be tailored to account for consumers' uniquely interwoven sociocultural preferences and habits. 60, 61 Attention to cultural norms and preferences is essential to addressing these consumer-level barriers and ultimately improving consumers' engagement with medical care services and self-management behaviors.
Existing health improvement intervention programs aimed at addressing the quality chasm in medical care for people with SMI, such as lifestyle and chronic disease self-management interventions, [62] [63] [64] [65] have shown promise in reducing cardiovascular and metabolic disease risk factors among this population. However, these studies have tended to include limited numbers of participants from racial and ethnic minority groups and have failed to make culturally-relevant adaptations to the interventions. 60 Future studies are needed to examine whether these promising interventions are eff ective in improving the health of racially and ethnically diverse people with SMI. Our fi ndings suggest some specifi c targets for making lifestyle interventions culturally-relevant for consumers from diverse racial and ethnic groups. For example, we found that interventions should aim to integrate culturally-grounded physical health activities, such as ethnically specifi c dancing classes, that are viewed as fun and engaging for African American and Hispanics consumers. We also observed that nutrition education classes may be most eff ective when they strive to educate African American and Hispanic consumers on how to prepare healthy variations of popular cultural dishes that are a staple of their everyday diet.
Further, expanding upon the existing literature on the physical health of people with SMI, we found that barriers thought to contribute to obesogenic environments, 66 such as limited access to fresh, healthy foods and safe areas for physical activity, were viewed as endemic obstacles to better health in consumers' communities. Comparable environmental obstacles have been observed in studies surveying residents living in similarly diverse or low socioeconomic status communities. [67] [68] [69] Nevertheless, few studies have examined these environmental issues among people with SMI. 70 More research is needed for the development and evaluation of multilevel health interventions for people with SMI that aim to reduce environmental barriers linked to poor health. For example, in recent years, the City of New York has taken broad, policy-oriented steps to address practices in the commercial food industry, recently introducing bills to eliminate trans-fat, mandate calorie postings in chain restaurants, and improve lowerincome people' access to fresh, healthy foods in particular through specially-tailored food vouchers. [71] [72] [73] Th e impact of these policy initiatives on improving the health and well-being of racially and ethnically diverse populations (with and without psychiatric conditions) that are disproportionately aff ected by obesity and chronic medical conditions must be carefully evaluated.
Finally, binary tension appeared to exist between providers' need to prescribe psychotropic medications, which are known to improve consumers' mental health at the potential detriment of their physical health. In our sample, it is possible that providers' tendency to prioritize mental health issues over medical care concerns may have contributed to some consumers' relative lack of engagement in health promotion activities and with primary care in general. Other studies have shown that aiming to make consumers more active participants in treatment that emphasizes the symbiotic relationships between mental and physical health could encourage increased health knowledge and engagement, and promote better overall health outcomes. [74] [75] [76] [77] Our study fi ndings must be interpreted in light of several limitations. First, the study was conducted in one urban setting predominantly of racial and ethnic minorities, namely Hispanics of Dominican descent and African Americans. Accordingly, fi ndings from this study may not be generalizable to other clinical settings, such as those in rural communities. Further, providers may have been inclined to present their respective organizations and practices in a favorable light to avoid any possible confl ict with superiors or colleagues. However, given the wide-ranging responses of the interviewees, the impact of such biases appears to be minimal. Finally, since the study was conducted, considerable reforms to the health care system have occurred. Th e Patient Protection and Aff ordable Care Act (ACA), passed in March 2010 by the U.S. Congress, is wellpositioned to address many of service fragmentation scenarios outlined in our fi ndings, namely as a result of the legislation's focus funding demonstration projects, covering more preventive screening, encouraging integrated care, and supporting community health centers and increased staff training. 78, 79 Conversely, as the bill seeks to expand access to care to more people from low SES backgrounds, the demand for primary care from newly covered populations may outpace the availability of services, potentially leading to longer wait times for care and poorer overall care quality.
CONCLUSION
Mental health care providers who are tasked with addressing the physical health needs of people with SMI struggle to eff ectively leverage the institutional resources needed to improve the physical health of their consumers due to limited access to primary care, low levels of funding for physical health promotion programming, and consumers' cognitive defi cits. Barriers unique to racially and ethnically diverse people with SMI included unhealthy local environments and culturally-specifi c dietary habits, and language barriers for those with limited English profi ciency. Eff orts to bridge the coordination chasm between mental health and medical care providers must to take into account the confl uence of forces-geographic, fi nancial, organizational, cultural, environmental, and consumer-level-which, collectively, can weaken opportunities for quality care coordination and service provisioning and contribute to health disparities in this population. Encouragingly, results from this analysis indicate that community organizations providing mental health care services to diverse people with SMI are aware of some sociocultural factors that infl uence the health and medical care of diverse consumers with SMI. Th ese organizations are also willing to embrace standardized physical health monitoring and maintenance protocols, as craft ed through expanded clinical education and training opportunities and more tightly interwoven collaborations with medical providers, to improve the health care quality and health of consumers.
